This report describes the treatment of a case of severe insomnia. The treatment, a variant of systematic desensitization, was short and apparently quite successful. The primary difference between usual desensitization procedures and those employed in this case was the absence of a fear hierarchy. A trainee-observer was present during several training and early therapy sessions. He observed 2 therapy sessions and then became the therapist. He was directly supervised for 2 more therapy sessions and then continued treatment singly. The case illustrates the flexibility of behavior therapy in both procedural variations and in training of therapists.
The treatment of behavior disorders by techniques derived from learning theory has been receiving increased attention in current psychological literature (e.g., Eysenck, 1960; Grossberg, 1964; Wolpe, Salter, & Reyna, 1964) . Among these techniques, Wolpe's (19S8) method of systematic desensitization has been among the most widely reviewed. Critics of systematic desensitization, while often acceding to the efficiency of this technique for the treatment of phobic disorders, claim that it suffers from being limited solely to the treatment of phobias. The major purpose of this paper is to describe a case history in which a modification of systematic desensitization was employed successfully in the treatment of a nonphobic disorder-insomnia.
Although insomnia has long been known to clinicians and their patients as a common symptom of behavior disorders, the literature concerning this problem is surprisingly sparse, and consists primarily of theoretical formulations, frequently from the psychoanalytic viewpoint. For example, Fenichel (1945) says of insomnia that the cathexes of repressed wishes . . . make sleep impossible. Also acute worries or affect-laden expectations, whether agreeable or disagreeable, particularly sexual excitement without gratification, make for sleeplessness. In the case of neurotic disturbances of sleep, the unconscious factors of course outweigh the others [p. 189] .
Discussions of the treatment of insomnia have usually been limited to descriptions of the relative merits of drugs (McGraw & Oliven 19S9) or hypnosis (Wolberg, 1954) . Psychotherapeutic intervention is usually directed to the psychodynamic basis presumed to underlie the symptom, and rarely to the symptom per se.
A second purpose of this paper is to demonstrate the unique possibilities that systematic desensitization offers for the training of psychotherapists. Geer (1964) has noted that trainees may observe therapy sessions without appreciably disturbing the course of treatment. In the present case, an observer in the early stages of therapy actually became the therapist in later stages. Thus, not only was a trainee able to observe treatment at first hand, but in addition he was able to become the therapist and subsequently be observed directly by a supervisor.
CASE HISTORY
The client (Miss H.), a 29-year-old, female, white, single, Roman Catholic, was selfreferred to the Psychological Clinic of the State University of New York at Buffalo. Her complaint was severe insomnia. She reported that since she terminated her engagement some 12 months before coming to the clinic she had been suffering from sleeplessness. The client reported that she would typically have great difficulty in sleeping for 5 or 6 nights consecutively; then there would usually be 1 night of 6-7 hours of sleep, presumably in response to physical exhaustion, followed by another week of sleepless-161 ness. Miss H. stated that this general sleep pattern had been persistent for the past 12 months. The client was a registered nurse, who had recently returned to college for a BS degree, and she felt that her insomnia was interfering markedly with school performance as well as with most other aspects of her daily life. She felt that she was generally quite irritable as a result of her extensive sleep loss.
Clinical interviewing revealed no evidence of severe psychopathology, nor the presence of any symptoms other than insomnia. An MMPI was administered, and it too was interpreted as revealing no evidence for severe psychopathology; all of the clinical scales were well within the normal range, and the validity scales showed no evidence of dissimulation.
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Attempts to fit the client into any of the traditional nosological categories were difficult; thus no diagnostic label was attached to her.
Two factors suggested that this case be accepted for behavior therapy. First, the client reported that in 6-weeks time she would be leaving on an extended vacation; thus it appeared that traditional psychotherapeutic procedures would not be feasible because of time limitations. Second, it was felt that a specific symptom reaction such as hers, with its relationship to excessive tension, would be amenable to systematic desensitization. The client was fully informed about the exploratory nature of the procedures to be used, and about the use of the case as a training situation. She consented to enter treatment under these conditions since her insomnia posed an immediate and severe problem from which she desired relief.
COURSE OF TREATMENT
A total of 14 sessions were conducted with Miss H. The first session-the initial interview-was conducted by both authors. At this time information concerning the details 1 The client's MMPI was coded by the Hathaway (1956) system as follows: '4987-136 (SI) 2:6:13. This configuration has been associated with insensitive, emotionally immature patients, who encounter great difficulty in establishing enduring interpersonal relations (see Dahlstrom & Welsh, 1960) . Such patients are frequently seen as poor risks for psychotherapy. and background of the problem was gathered. Also, an attempt was made to assess the suitability of Miss H. for the type of treatment considered. Miss H. reported that three specific themes recurred during her sleepless nights. One concerned her former fiance; she reported that she still felt an attachment to him and she ruminated over the implications and meaning of her decision to terminate their engagement. The second disturbing theme was concern for the future; for example, Miss H. would wonder if she should continue in school or return to full-time nursing. The third disturbing theme which filled her sleepless hours was concern over her inability to fall asleep. Miss H. would find that not falling asleep would start a vicious cycle in which concerns over falling asleep led to increased sleeplessness and so on. Apparently these three disturbing themes occurred with equal frequency, and appeared to be equally effective in eliciting negative affect.
Four training sessions followed the intake session. These were similar to those described by Geer (1964) in the treatment of a phobia. During the training sessions the client was instructed in relaxation, rehearsed in visual imagery, and asked to construct a hierarchy relating to insomnia (see Geer, 1964; Wolpe, 1958) . With respect to this last point, one major problem became obvious; the client could not construct a fear hierarchy related to her insomnia. She reported that she did not feel anxious when anticipating going to sleep, nor did she report anxiety when preparing to retire. Her description of her feelings was that only after retiring would her mind begin to race with upsetting thoughts. It was decided to proceed with treatment, using the presentation of a single item for visualization since construction of a fear hierarchy, traditionally used in systematic desensitization, was impossible.
During the first training session the client became markedly upset. While attempting to relax in a reclining chair Miss H. became agitated, fearful, and tense. She sat up and said that she could not relax with both the therapist and the observer in the room. After some discussion, it was decided that the trainee should leave, and he did. Even then, however, the client remained unable to relax, so the session was terminated. At the second training session the client asked that the trainee not be present; thus, this session was conducted by one therapist only. Miss H. complained that ever since the breakup with her fiance she had been unable to relax around men. After about 10 minutes of discussion of her concerns surrounding the therapy situation she decided to try to relax once again. This attempt was only moderately successful; however, the client did not become as upset on this occasion. The third training session did not evoke any emotional upset. On the fourth and final training session the trainee returned; Miss H. did not become upset during this session.
Nine therapy sessions directly followed the training sessions and were conducted twice a week. These sessions generally consisted of a brief interview concerning the sleeping pattern of the previous few days, followed by relaxation and the presentation of a single item to visualize-that of the client at home in bed, trying to fall asleep. This single item was presented throughout the therapy sessions with the following modifications: first, Miss H. was instructed to visualize herself lying in bed; then she was instructed to imagine that her mind was racing and that she was unable to fall asleep; finally, she was told to turn her attention away from her disturbing thoughts and to think only of relaxation. At the end of this sequence the client responded, with a finger movement, to questions asking if the scene was clear, if she was able to experience the discomfort, and if she was successful in returning her attention to relaxation. As the therapy sessions progressed, Miss H. reported becoming increasingly able to perform these tasks.
After the trainee had observed two therapy sessions it was felt that he could act as therapist. Therefore, in the third therapy session the trainee became the therapist, and the original therapist became the observer-supervisor. If any supervisory comments became necessary, hand-written notes were exchanged. The client, whose eyes were closed, was unaware of these exchanges. After two supervised sessions both therapists agreed that the trainee was able to continue the procedure alone. Thus, after the fourth therapy session the trainee continued the procedures without an observer.
For the first six treatment sessions the course of therapy was uneventful. Miss H. reported no change in her sleeping pattern and was still quite disturbed by insomnia. However, at the beginning of the seventh therapy session the client reported some change in her sleeping pattern. She reported sleeping more during the period between the sixth and seventh sessions. At the beginning of the eighth therapy session Miss H. gave a similar report, and at the beginning of the ninth therapy session she reported that she had slept well each of the previous nights. Because of final exam pressures and preparations required for her vacation trip, the client decided to terminate treatment at the end of the ninth therapy session. She was asked to return just prior to leaving on her vacation. At that time, 1| weeks after the final therapy session, she reported a continuation of good sleep. An interview by both therapists revealed no evidence of symptom substitution.
The next contact with the client was approximately 1J months following termination. At that time, she noted on a postcard from her trip that her sleeping problem had not returned, and that she was "having a wonderful time." A final follow-up interview was conducted 8 months after the final therapy session. At that time the client reported being quite satisfied with her sleeping pattern. She said that she had occasional nights when sleeping was delayed 2-3 hours; however, these nights never occurred more than once a week and often occurred only once in 2 weeks. She also noted that the sleepless nights did not fall consecutively and that they were not anxiety provoking-that is, she did not worry or experience anxiety even though she might not fall asleep for several hours. Miss H. also reported that she felt her general disposition had improved as a result of reduced fatigue. Her response to the question, "How would you characterize the way it used to be with the way you are now?" was, "I had a constant feeling of anxiety and being upset and not being able to think clearly. Now ... it is entirely different now. I feel relaxed and I'm in control of the situation. I'm more cheerful now." A de-tailed and careful inquiry was unable to uncover any evidence for symptom substitution. Indeed, there has been a positive spread of therapeutic effect in that her general feeling of well-being has improved as a function of regular sleeping.
DISCUSSION
This case demonstrates several interesting points relevant to behavior therapy. First is the extension of a behavioral technique to a class of disorders usually considered in the province of more traditional techniques. With respect to this point, it is important to note that Jacobson's (1938) classic work with the technique of "progressive relaxation" bears some resemblance to the techniques employed in the present case. With specific reference to the treatment of insomnia, Jacobson (1938) noted: "Years of observation on myself suggested in 1910 that insomnia is always accompanied by a sense of residual tension 2 and can always be overcome when one successfully ceases to contract the parts in this slight measure [p. 29] ." In discussing the general psychotherapeutic advantages of progressive relaxation Jacobson noted: "Accordingly, present results indicate that an emotional state fails to exist in the presence of complete relaxation of the peripheral parts involved [p. 218] ." It should be noted also that the techniques employed in the present case are different from Jacobson's in some respects. Jacobson did not conceptualize the insomniac's difficulties in terms of tension associated with specific conditioned fear responses. Furthermore, Jacobson's technique required that the patient practice relaxation over a much wider range of muscle groups, and for a considerably longer period of time; some of his patients practiced relaxation at home for 1-2 hours per day. Finally Jacobson did not employ the technique of visualization. It is possible, of course, that visualization of the scenes was irrelevant, and that the client simply learned to relax; however, it appears that this alternative hypothesis is testable, and should be subjected to empirical investigation.
A second point of interest is the unique training opportunity offered by behavior therapy. In this case the trainee was able to observe at first hand the techniques employed, and then take over the procedures without a serious setback in progress. In fact, the finding that only nine therapy sessions were required suggests that if the transfer was detrimental, the effects were transient. Obviously, only controlled studies can adequately answer this question. The successful transfer of the client from one therapist to another supports the suggestion that because of its reduced emphasis upon the patient-therapist relationship behavior therapy is relatively "therapist free" as compared with usual approaches to psychotherapy. This paper also demonstrates the flexibility of behavior therapy. In the present case no fear hierarchy was utilized; thus it appears that in appropriate circumstances a hierarchy is not necessary. In summary, this case illustrates the successful use of a variant of systematic desensitization both for the treatment of a common symptom of behavior disorders and for the training of a psychotherapist.
